THE METHOD OF CLINICAL ETHICS specialist consultants. I believe this view is mistaken. Without intending to denigrate the valuable work some non-MD's are doing in clinical ethics, I believe it is essential to emphasize that clinical ethics is an integral part of a doctor's work when a doctor undertakes responsibility for the care of an individual patient.
Clinical ethics covers the decisions to be made, and the uncertainties, value conflicts, and dilemmas that may arise when physicians and clinical teams treatpatientsat the hospitalbedside, in the operating theatre, in the office and clinic, or in the home.
The outcome of clinical ethics is a practical judgement about what should be done now to help this particular person make those therapeutic choices that will best correspond to her clinical needs and total-life interests. At other times the outcome is a practical judgement about how to help a gravely ill person die in a fashion that honors his dignity. These decisions, and the ethical conflicts associated with them, are highly focused, bounded as they are by the unique biology, clinical condition, needs, desires, life plans, hopes, sufferings, strengths, vulnerabilities, and limitations of particular human beings. The extent of these decisions and potential conflicts is as wide as the range of conditions and diseases encountered in clinical practice.
In clinical ethics, the patient is the norm governing the decisions and practicaljudgements to be made.
In general, beliefs offer the grounding for basic principles, and norms render basic principles operational in specific contexts. Norms are the operational apparatus of conditional ethics. They specify the conditions under which decisions and actions are morally commanded, permitted, tolerated, or prohibited. But there are general primary norms and specific ultimate norms. In clinical ethics, thepatient is thespecific ultimate normgoverning the ethical justifiability of clinical decisions and actions. The patient's biography -his or her clinical course, relationships, life-plans, and totallife interests -constitutes this ultimate norm.
Clinical ethics works with patients' clinical and personal biographies to interpret the meaning of prin-CLINICAL ETHICS Some people believe that clinical ethics is another new specialization, that those with special training in philosophical and theological ethics are best suited to do clinical ethics, and that doctors should tum to clinical ethicists as they would to other Some years ago I said that the starting point of all ethics is to take nothing for granted, and more to the point, never to take any human being for granted (1) . Clinical practice, like ethics, begins with keen observation, with the ability to notice what we are seeing, with the ability not to miss what is right before our eyes. We do so miss what is right before our eyes when we are blinded by unexamined assumptions; when we examine reality, the reality of disease and the reality of persons and their suffering, through the opaque filters of routine, preconceived or partial ideas.
The real starting point of clinical practice, as also for clinical ethics and palliative care, is the seeing of patients in their full particularity. This way of seeing patients is what Charles Fried has called the principle, the starting point, as well as the objective of personal care (2) . Noticing the full particularity of patients, both in their bodies and in their biographies, and drawing the pertinent inferences from these observations, were the central and originating acts in Osler's method of bedside teaching as they are the real starting point of all effective clinical practice (3).
This, then, is the hypothesis: observant and unbiased attention to the full particularity of the patient is what integrates palliative care and clinical ethics into clinical practice. I cannot develop, let alone test, this hypothesis in the space allotted me here, but I can clear away some misunderstandings that would from the outset bar the hypothesis from receiving any serious attention at all.
THB STARTING POINT
I should like to do little more than sketch an hypothesis, one that would propose a link between clinical ethics and palliative care; and the link would have to do with the relationship of both clinical ethics and palliative care to clinical practice.
• ciples, that is, to determine what principles command, permit, tolerate, or prohibit at the bedside of this particular patient. As such, clinical ethics is a particular kindofinductive ethics, for we do not know what our philosophical and moral traditions mean until we test them on a range of particular cases. We cannot simply pass each individual case through a grid of philosophical and religious moral principles to reach a clinical ethical conclusion. We simultaneously have to pass these principles through the . grid of individual cases to arrive inductively at a reconstruction of these traditions, a reconstruction mediated through a range of personal histories confronting the suffering of multiple loss, as well as the threat of personal disintegration and death. A clinician regularly has to seek and orchestrate the contributions of many specialized persons in the diagnosis, treatment, and care of patients. Ethical competence presupposes the skill and sensitivity to seek, and the ability to orchestrate, the contributions of many persons to arrive at an adequate understanding of the patient and of what constitutes the patient's best interests. This is particularly true when patients cannot speak for themselves.
CUNICAL ETHICS AND CLINICAL JUDGMENT

CLINICAL ETHICS AND CLINICAL SCIENCE
The notion of clinical ethics as an integral part of clinical judgement has been obscured for years, due in part to the dominance of the basic science model over clinical practice. The central reality of clinical practice is the individual patient in his or her full human, physiological, psychic, and personal particularity. However, clinicians have by and large been using conceptual models and methods that do not match this central clinical reality. On the assumption that they simply apply basic science to diseases, clinicians have been employing concepts and methods that are highly suited to the study of molecules, cells, tissues, and organs. In his repeated critiques of this assumption, A. Feinstein has proposed the need for a new additional basic clinical science and has sketched its structure (4) .
The scientific approach to the care of patients in their full particularity has to be different from the approach of the basic sciences. The methodological identification, analysis, and resolution of clinical-ethical issues and dilemmas will be an integral component of this new clinical science. This will be so because this clinical science and clinical ethics will converge on the goal of giving physicians and patients power over medical science and technology "by expanding it to include human databy aiming it at human goals, and by making it respond to human aspirations" (5) . The dominance of the basic science model has created the impression among clinicians and others that managing ethical problems at the bedside is outside the domain of clinical science and practice, and is to be left to ethicists, philosophers, theologians, the clergy, or pastoral care persons. Within a new clinical science, clinical ethics will be an integral part of clinician's work.
PALLIATIVE CARE, CLINICAL ETHICS AND CLINICAL PRACTICE
The dominance of the basic science model over clinical practice has also obscured the fact that palliative care is an integral part of clinical practice. The dominance of that model has led clinicians to seek knowledge based upon hard data. The separation of hard from soft data derives from a separation of the patient's body from the patient's biography. That. separation, as A. Feinstein has emphasized, excludes scientific attention to a patient's pain, discomfort, distress, insomnia, anxiety, joys, sorrows, and other qualities oflife (6) . By failing to pay careful, unbiased, and scientific attention to "soft" data, clinicians fail to understand patients in their full human particularity.
The palliative care movement arose as a challenge to separation of "cure" from "care", of "patient" from "family", and of "clinical objectivity" from "human compassion". In a renewed understanding of clinical science, palliative care, like clinical ethics, is an integral part of clinical practice.
